M Ronald Raven (London): In certain countries, patients will not submit to a permanent-colostomy. I have performed this operation (i.e. an anal colostomy) in a small series and find that continence occurs in a certain number. I do not -think it is so radical as an abdominoperineal operation.
Mr A Lawrence Abel (London) Colostomy Control I always use the term artificial anus instead of colostomy. Many people think of a colostomy as a bulky piece of bowel on the abdominal wall which is constantly discharging and causing an unpleasant smell. The artificial anus is a neat button-like opening, easily managed, which causes no social inconvenience.
The fashioning of an artificial anus is important. A circle of skin is excised and the bowel brought through the opening avoiding any redundant loop being left inside the peritoneal cavity. The bowel is sutured to the skin edge by accurately placed mucocutaneous sutures of catgut in addition to its attachment to the abdominal wall as detailed above.
The management of the artificial anus requires intelligent understanding and sympathy from surgeon and nurses alike. Introducing the patient to another who has had the operation performed can be most helpful in allaying fears.
Avoidance of worry is essential, attention to diet is important and the patient must be instructed to avoid such things as onions. Regular sound sleep and adequate exercise are other important factors. I instruct my patients to use a daily enema; cold water is better than warm. This is not a 'wash-out' of the bowel. The enema is given by means of a catheter inserted just into the opening. Using a tube with a flange near its tip it is possible to make a watertight fit and the catheter is only inserted to the flange. Thereare many useful appliances available such as the Nitch horn and several varieties of modem apparatus.
The enema is given regularly each day and once the bowel has acted it remains clean and no 'accidents' occur. The patient wears a small piece of lint over the opening and no heavy belt or appliance is necessary.
With this management the patient has control over the bowel which is not an inconvenience and does not interfere with family life.
Mr Michael Reilly (South Devon andEast Cornwall Hospital, Plymouth)
Colostomy Control It is my purpose to show that it is rarely necessary to indulge in enemata or wash-outs for colostomies in the average case. I have confined myself to the:tcare of terminal colostomies constructed after resection of carcinoma of the rectum. My series of 37 cases goes back for eight years, and comprises 32 abdominoperineal resections and 5 Hartmann's resections, each followed up by myself. At first I formed transperitoneal colostomies but for four years I have done extraperitoneal colostomies. I do not believe it matters from the point of view of colostomy care which method is used provided the construction is made with meticulous attention to detail. The colon should not be acutely kinked at any point in its course to the external opening. I believe that this kinking, which sometimes occurs, results in faces being dammed back until the pressure is sufficient to cause an explosive accident. This is what some surgeons endeavour to avoid by advising routine wash-outs. It does not take long after operation for the normal habit to be formed provided that no post-operative washouts nor enemata have been carried out. I feel that any wash-out, however mild, irritates the mucosa and leads to small but annoying subsequent leakages. My thoughts were first turned to this after carrying out sigmoidoscopies on patients who had had the routine bowel preparation of enemata or suppositories. Not only was it difficult to exclude milder forms of granular proctitis, but also there was inevitably some liquid present when the rectum and sigmoid were examined and this needed mopping out in order to obtain a good view. When one carries out a sigmoidoscopy on a patient not so prepared a good view of normal mucosa is obtained. Small scybala can be removed or avoided. If too much favcal matter is present one can examine again after the patient has had a normal evacuation. I feel that the same principles of non-intervention should apply to the management of a colostomy. A major and mutilating operation has been performed on patients who should be encouraged to return to as normal a life as possible. If they can manage without having to focus attention on their colostomy, so much the better. Washing-out is a tedious procedure, which encourages introspection and may even be physically dangerous. I have questioned my patients on the subject of colostomy control, and all have stated that they have a regular action in the morning with possibly a smaller one later in the day, which causes them no inconvenience. There are occasional accidents after some dietetic indiscretion, but these could happen to the best washed-out patient. It may be that the average West Countrydiet is constipating, but I have never had complaints of loose motions other than as an occasional problem.
Mr Henry R Thompson (London): I think -we advise patients to try to establish a spontaneous colostomy action, rather than use a routine colostomy wash-out, because: (1) In some 5,000 or 6,000 cases we have had 11 deaths from perforation of the colon by the enema tube during colostomy wash-outs. (2) After an enema or wash-out a certain number of patients get mucorrhaea for some time.
(3) Some who have a pint of water run into the colon daily eventually get incompetence of the ileocecal valve. The wash-out passes into the small intestine, giving rise to lower abdominal colic. (4) The patient avoids having to carry a small suitcase of colostomy wash-out apparatus.
Mr C Patrick Sames (Bath): Mr Abel mentions giving aspirin to his patients, but I think tabs. codein. co. or codeine by itself more useful in controlling a loose colostomy. In the early days, looseness is often due to the abuse of antibiotic drugs. The bacterial flora can often be corrected by Enpac or green cheeses. Mr Ronald Raven (London): My patients, except the aged ones, usually wash out their colostomies, and I am satisfied with it. Mr A Lawrence Abel (London): I strongly advise every patient being trained to use a morning enema. The majority of patients live many years in comfort and with peace of mind because they have complete colostomy control. Some cases after a few years develop an automatic bowel habit and can stop the enema. On the other hand I see many people who are in misery beca se they were not so trained and who after careful instruction have their whole life changed and happiness restored.
Mr C I Cooling (Royal Marsden Hospital, London)
Hazards and Complications Most of the complications of colostomies have been mentioned by previous speakers. The hazards of a colostomy I would define as the unseen dangers added to the patient's life once a colostomy has been established. Literature on this subject is sparse and this contribution is based on personal experience.
Colostomy management should be discussed with patients periodically at the follow-up clinic.
Patients are often reluctant to complain of difficulties and direct questioning is often required to ascertain home conditions and colostomy management. This was so with a young housewife who developed the habit of spending three hours every evening in the bathroom dealing with her colostomy. She did not wish to complain, but after her problems were sorted out and she had been started on a new regime she was able to rejoin the family circle in the evening.
Unexpected pregnancy can be a considerable burden if a patient has a young family and a colostomy to look after. Many women think that after an -operation such as abdominoperineal excision of the rectum they cannot become pregnant again, and it is the duty of the surgeon to instruct the patient that such an operation does not imply that she is sterile. If pregnancy occurs a normal delivery can be anticipated.
Colostomy management can be carried out by dietary measures or by the daily enema or washout technique. This should depend upon the circumstances of the patient rather than on the wishes of the surgeon. A daily wash-out carries the risk of a colostomy perforation although this is small. An attempted estimate suggests that if a surgeon has 10 patients performing daily washouts for ten years he can expect one perforation of a colostomy. From the experience of a number of surgeons a series of 18 such cases has been collected. This has shown that a colostomy perforation can occur at any age irrespective of the length of time the wash-outs have been practised. The earliest occurred after twenty-four days and the latest thirteen years later. Of these perforations 16 were self-inflicted and 2 were by the nursing staff. About half reported that it followed a difficult catheter insertion while the others said that the catheter had slipped in normally. Peritonitis occurred in 13 cases but there was only one death, from bronchopneumonia. Hence the overall mortality rate for colostomy perforation is 6 %, which is lower than has been suggested.
The treatment consists of surgical refashioning of -the colostomy, although in one case an emergency anterior resection was performed as the perforation occurred during the bowel preparation for this operation. In one case where the bowel contained many diverticula the perforation was a separateentity; allthethin-walleddiverticula were intact.
The perforation may take place in the subcutaneous portion of the bowel and then a pericolic abscess will result. This may discharge spontaneously and form a pericolostomy fistula, or may require surgical incision and drainage. The formation of an abscess can be an indolent process. In two such cases a hard mass adjacent to thecolostomy was noted and when first seen each was considered to be a recurrence of the tumour.
Dr L Dulake (Reigate) Colostomies from the Point of View of the General Practitioner Incidence: In spite of the large number of colostomies performed in hospitals, the general
